prolonged mechanical ventilation. This study group is chosen so as to eliminate other causes of raised leukocytic counts other than VAP. The primary aim of the study is the compare the incidence of VAP between the two groups, i.e., one group with conventional ETT and the other with SACETT. Other parameters such as duration of intubation, mechanical ventilation, and ICU stay are also assessed.
MaterIal and MethodS

Study design
After institutional ethical committee approval and written informed consent from patient's guardian, this study was undertaken at a tertiary referral center during a period of 12 months. Sixty patients were randomly allocated using computer-generated randomization into any of two groups (30 each) after fulfillment of the inclusion criteria.
• Group A: Patients receiving standard ETT (SETT)
• Group B: Patients receiving SACETT.
Patients who underwent surgery for neurological illness, >18 years of age, without any significant comorbidity, requiring endotracheal intubation and mechanical ventilation, and anticipated to remain intubated for >48 h were included in the study, whereas those patients who arrived in ICU already intubated and reintubated during the study period and patients with tracheostomy and on prior ventilation were excluded from the study. The design of the study is such that blinding for physicians and nurses was not possible. However, the microbiologist who analyzed the tracheal suction samples was blinded.
Intensive Care Unit care
On admission to ICU following the surgery, all the baseline investigations including the chest X-ray were obtained within 24 h of intubation. The patients received similar modes of ventilation to avoid any disparity. The uses of neuromuscular blockade to facilitate ventilation were avoided. The components of VAP bundle were similarly adhered to in both the groups. All the recruited patients were screened for the occurrence of clinical VAP daily. Other components which would influence the incidence of VAP were also recorded such as concomitant illness, preemptive antibiotic therapy, and ventilatory modes.
Assessment of ventilator-associated pneumonia
Clinical diagnosis of VAP was based on the presence of a new or progressive infiltrate in chest X-ray, at least 48 h after intubation. Along with this, at least one of the following criteria should be present: temperature >38°C or <36°C, total leukocyte count >11,000 or <4000/cumm, change in character or volume of endotracheal secretions, or worsening of oxygenation (decreased PaO 2 /FiO 2 ).
The diagnosis of microbiological VAP was done by analyzing nonbronchoscopically performed mini-bronchoalveolar lavage (mini-BAL). [6] For this procedure, a suction catheter of 16 Fr, cut to the size of ETT, was introduced inside ETT aseptically. After this, a second suction catheter of 8 Fr was introduced inside the first one, extending 10-15 cm beyond its distal tip and aspiration was done. These mini-BAL samples were collected after 24 h and thereafter every 48 h and sent for microbiological examination. In the second Group B (SACETT), apart from the routine endotracheal suctioning, the subglottic secretions were aspirated from the special port every 2 h. The subglottic secretions were also sent for microbiological analysis at the same time and reports of both the culture obtained. The study protocol was maintained for at least 7 days of mechanical ventilation or tracheal extubation or tracheostomy or whichever occurred earlier. Therefore, this study analyzes the data and reports pertaining to the occurrence of only "early" VAP.
End points of the study
The primary end point of the study was the incidence of early-onset clinical and microbiological VAP in the SACETT and SETT groups. Secondary outcome variables were durations of intubation, mechanical ventilation, and ICU stay.
Statistical analysis
To express categorical variables, number and percentage were used, whereas for quantitative variables, mean ± standard 
reSultS
Ten patients were excluded from the study, out of which four did not comply with the study protocol, three expired during the study, and three left against medical advice. Thereby, the results of the analysis were performed on fifty patients. Demographically, both the groups had comparable parameters, as shown in Table 1 .
The neurological diagnoses of the study population predominately consisted of surgically managed neurological patients and the distribution is shown in the pie chart, Figure 2 .
The incidence of clinical VAP in this study was 20% (5/25) in SETT group and 12% (3/25) in SACETT group (P = 0.70) [ Figure 3 ].
The incidence of microbiological VAP was higher in the SETT group (13/25; 52%) as compared to the SACETT group (11/25; 44%) but not statistically significant (P = 0.78) [ Figure 4 ].
The absolute reduction in clinical and microbiological VAP was 8% each with the use of SACETT. The relative risk reduction for clinical VAP was 40%, and for microbiological VAP, it was 15% with the use of SACETT. There was no difference in the potential risk factors studied (diagnosis, concomitant illness, preemptive antibiotic therapy, steroids, and blood transfusion) between the two groups. The ventilatory mode and type of humidification were similar in all the patients during the duration of the study. There was no difference between the two groups for measured outcomes such as duration of intubation, mechanical ventilation, and ICU stay [ Table 2 ].
dIScuSSIon
Nosocomial infection accounts for a large section of deaths caused in ICU. [7] Out of these, the major contributor to the list is VAP in patients who are intubated and consequently put on ventilator. Several precautionary measures have been advised to reduce the incidence of VAP, the "VAP prevention bundle" being the most common. It includes oral intubation, use of nasogastric tubes, early enteral nutrition, stress ulcer prophylaxis, maintenance of cuff pressure between 20 and 30 cm H 2 O, and semi-recumbent patient position. However, despite implementation of VAP prevention bundle, the incidence remains high.
Therefore, this study advocates the use of SACETT which helped in frequent aspiration of the oropharyngeal secretions. These secretions result in peritubal leak forming a nidus for the organisms to grow in the lower respiratory tract. Subglottic secretion drainage using a specially designed ETT (SACETT) with a separate lumen above the cuff has shown to reduce the occurrence of VAP in some studies. [8, 9] However, Kollef et al. conducted a study in cardiac surgical patients examining that the effect of continuous drainage of subglottic secretions has not shown difference in VAP rate. [10] One reason for differences in incidence of VAP could be heterogeneous study populations involving medical and surgical patients of different pathologies (sepsis, trauma, neurological, cardiac, pulmonary, etc.) in these studies. The current study evaluated the incidence of VAP in homogeneous population, contrary to other studies. The advantage of this homogeneity was to rule out other causes of sepsis and raised leukocytic counts, other than pneumonia. The incidence of clinical VAP in our population was lower, but the incidence of microbiological VAP was similar to previous studies. However, both were insignificant. Earlier studies involving neurological patients have documented an incidence of clinical VAP in 28% of patients with stroke. [1] Other studies, such as those conducted by Prendergast et al. [11] and Zygun et al., [12] involving patients of mixed neurological diagnoses (trauma, tumor, and traumatic brain injury) have shown an incidence of 24% and 45%, respectively. In our study, the incidence of clinical VAP was lower than that reported in these previous studies. The lower VAP rate in our study could be attributed to the strict adherence to all the components of VAP prevention bundle with the exception of study intervention (subglottic secretion drainage). The incidence of VAP also varies depending on how the sample is collected. Protected bronchial sampling and BAL are bronchoscopic-guided techniques of obtaining samples and are considered to be more specific for VAP. The technique used in this study is user-friendly and yet provides a representative sample of bronchoalveolar secretions for the diagnosis of VAP. In this study, although incidence of VAP was less in SACETT group as compared to ETT group, the values were statistically insignificant. The reason for this lack of difference in VAP between the two groups could be the following; first, the volume of secretions aspirated from the subglottic region using the special tube was negligible. This may be due to thick secretions, small channel of the tube, and occlusion of the aspiration port by the mucous membrane of the trachea during negative aspiration. Second, the volume of oropharyngeal secretions in both groups was not clinically different. Yet, another point to be considered is that out of the 11 patients who acquired microbiological VAP, merely two of them had the microbiological growth similar as that obtained from the subglottic secretions. This suggests that the subglottic organisms may not have contributed to VAP in majority of the cases. The incidence of VAP also varies depending on how the sample is collected. The limitations of this study were that the effect of late-onset VAP could not be assessed, and second, the cost and difficulty involved in predicting which patient is likely to develop VAP to recommend the selective use of this special tube; the overall benefit remains questionable.
concluSIon
From the above study conducted in homogeneous neurological patients, it was observed that a trend exists in both the clinical and microbiological VAP with the use of SACETT and SETT for intubation, adhering to the VAP prevention bundle similarly in both the groups. However, this was statistically insignificant. Other secondary parameters were also comparable between the two groups.
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